and said that I believe that level 4 of what the Millis Commission called the generic pharmacist will merge with the level 3 of what I termed the clinical pharmacy generalist as the colleges improve their educational program. 1 In addition, I said that the level 5 generic pharmacist who is involved in a low percentage of professional activity should be merged with trained technologists, technicians or dispensing assistants. Now I would like to outline my general concept of the professional role of the clinical pharmacy generalist who someday I believe will constitute the large majority of practicing pharmacists. It is my judgment that all practicing pharmacists should be able to carry out with competence each of the responsibilities for drug related activities as listed in Table 2 .
I will comment briefly about each of these professional roles.
1. Drug-Use Control. Brodie 4 has proposed drug-use control as the mainstream function of pharmacy wherever it is practiced. He defines it as "that system of knowledge, understanding, judgments, procedures, skills, controls, and ethics that assures optimal safety in the distribution and use of medication." "This definition," says Brodie, "relates professional function to patient welfare in the form of drug safety; it is patient oriented. It is the heart of the body of practice . . . " While I agree with Brodie's concept, still I must admit it is as yet an
RESPONSIBILITY FOR DRUG RELATED ACTIVITIES
I am indebted to Dean Goyan 2 and Captain Brands 3 for delineation of several of the roles mentioned in this table. unattained ideal, but certainly one worth striving for. Few pharmacists exercise drug-use control in handling OTC products. Relative to prescription medication, Mickey Smith 5 made what I consider a profound remark when he asked "What is a prescription?" and then answered, "it is a written record of the failure of the pharmacist to gain control of the social object -the drug." Smith was referring to Brodie's concept of drug-use control mentioned above. As Dr. Smith points out, the prescription says, in effect, here are the doctor's orders to the pharmacist and the doctor's orders to the patient. In addition, Smith states, the prescription is too easy a measure of what the pharmacist does and serves as an oversimplified basis for his remuneration.
If the pharmacist is serious about assuming responsibility for the drug and willing to take the necessary steps to accomplish this, then Dr. Smith argues, the prescription should be gradually abolished. This process would be started with the pharmacist maintaining good patient medication profiles with increased consultation between physician and pharmacist. As a second step, prescriptions would be written for the drug only while the pharmacist would decide the brand, dosage form and directions for the patient. A third step would occur when the physician provided the diagnosis and decided whether or not drug therapy were necessary and the pharmacist would be completely responsible for the therapy. This plan would take some years to implement and would require a drastic change in the t pharmacist's education and training. But it could be done.
2. Selects drug products. The pharmacist is well qualified to select drug products and, in fact, must be selective from among reputable sources of supply in the face of extensive product duplication.
3. Medication history. The patient's medication history forms an essential part of the data base upon which the pharmacist can make judgments about the patient's response to medication, adverse effects, etc.
Monitors response to drugs.
To accomplish this the pharmacist must establish and maintain suitable records for the purpose of monitoring the drugs prescribed for (or self-selected by) the patient seeking his services. Inherent in this is the responsibility to consult with the prescriber at such time as the record reveals that: a. The prescribed therapy is inappropriate for this patient due to lack of efficacy, or potential adversities (interactions), or, b. The patient is not responding to therapy as could be expected, or, c. The patient is not complying with the recommended regimen, or, d. The patient has established an abuse pattern for the medication(s) prescribed.
Adverse reactions and interactions.
Pharmacists could easily be trained to diagnose and detect a high percentage of adverse drug reactions and drug interactions which occur as the result of drug therapy.
6. Assures compliance. Poor patient compliance with medication regimens is a widespread problem. To assure compliance the pharmacist must consult with every patient receiving a prescription drug to assure that: a. The patient fully understands the directions for use, and the importance of complying to the regimen, b. The patient fully understands the intended therapeutic outcome, c. If a previously prescribed drug, the patient is complying to the directions and regimen intended by the prescriber.
In evaluating compliance there are undoubtedly a number of steps or tests the pharmacists could perform or have performed in order to better evaluate patient compliance. Such steps include taking of blood pressure of hypertensive patients and testing of urine of diabetic patients. A number of protocols to evaluate compliance could be developed cooperatively by physicians and pharmacists.
7. Selection of OTC Drugs. The pharmacist consults with all patients seeking nonprescription medications to assure that: a. The patient is not attempting to treat a malady for which OTC medications are not effective, or for which a physician should be seen. b. The patient will receive the most suitable drug product for the malady for which self-medication is being sought.
c. The patient understands the directions, limitations, possible adversities, and contraindications of the medication being acquired. d. The medication being sought is not in conflict with other medications the patient may be taking.
In many countries, however, nonprescription drugs are available on open shelves for unsupervised purchase by the public with the pharmacist in no way involved. Observing this, public health authorities may well say "it really doesn't matter who sells the public his OTC medication so long as they are properly packaged and labeled." I believe the pharmacist loses a great deal when he does not accept responsibility to counsel patients relative to their OTC medication. When he fails to do so, it is true that it really doesn't matter where the drugs are sold. When he does perform this function, he becomes an important member of the health care team.
Dosage regimens.
In an institutional setting, the pharmacist often has input into the establishment of dosage regimens before the prescription is written. In community practice this occurs seldom. However, when a prescription is refilled the community pharmacist can note the patient's response to drug therapy and determine if the patient has suffered any untoward effects; whether the patient is obtaining the desired response; should the dose be increased or decreased? Such observations should be discussed with the physician. 9. Rational drug therapy. Pellegrino, 6 in discussing rational therapeutics by physicians, states "I do not believe that physicians can meet all other responsibilities being assigned to them and still maintain the kind of detailed information and surveillance of drug use in all their patients. Rather than fearing pharmacists as intruders, they must come to see them as indispensable allies in their attempts to practice the best possible therapeutics." 10. Psycho-socio-economic aspects. The affective or emotional aspect of the value of medication is intertwined with the patient-physician relationship, the patient-pharmacist relationships, the physician-pharmacist relationship, the placebo effect, the meaning of the prescription to the patient, the condition of illness and other factors such as age, sex, race, etc. These interrelationships are only now being addressed in courses at colleges of pharmacy and the present day pharmacist is ill prepared to cope with these aspects. Some aspects of these problems are discussed by Bush 7 and Francke and Smith. 8 11. Prescribes for mild, self-limiting diseases. One of the proposals the American Pharmaceutical Association has made recently is that an additional class of drugs be created and the pharmacist be authorized to prescribe them for minor, self-limiting illnesses. This proposal is ROLES FOR PHARMACY PRACTICE tied in with changes in the education and training of pharmacists and in developing standards of competence for pharmacists so as to minimize dangers of prescribing a drug for conditions the pharmacist may believe to be a minor ailment when it is, in fact, actually serious. It was pointed out that the public now has this possibility of incorrect diagnosis when choosing medication for themselves and that, with certification, a pharmacist could minimize this. Examples of drugs which the pharmacists might prescribe include pseudoephedrine 60 mg; ephedrine 50 mg; antihistamines such as chlorpheniramine 4 mg, 8 mg and 16 mg; diphenhydramine 25 mg and 50 mg capsules, certain analgesics, etc.
Management of patients.
Pharmacists and physicians working under agreed protocols could greatly expand the effective health care system by having the pharmacist manage the drug-related aspects of therapy as is now done in a few institutions.
13. Incompatibilities and Instabilities. Detecting and overcoming incompatibilities and instabilities in drug mixtures are traditional roles for the pharmacist.
14.
Compounding of prescriptions. This is another traditional role which in most countries is performed by pharmacy technicians.
15. Dispensing of prescriptions. I recently saw a consumer-oriented TV news sequence of pharmacists dispensing prescriptions in a Washington, D.C. drugstore. It was very revealing. Here the pharmacists were carrying out their dispensing role but neglecting most of their other professional roles. The pharmacists worked behind a prescription counter with no contact with the patient. Still, many believe that dispensing is the principal function of a pharmacist. Brodie has made this comment: 4 "There are those who believe that pharmaceutical dispensing is the mainstream activity of pharmacy service. To those who accept this reasoning, the following statement is pertinent:" continuing he quotes from the Mirror to Hospital Pharmacy ". . . the dispensing function of the pharmacist, while important and even vital for patient care, is essentially a superficial practice of the profession which, by itself, does not utilize knowledge or skills sufficiently basic to merit professional recognition to the depth that lies within the grasp of hospital pharmacists." I am sure the statement applies to all pharmacists. For reasons apparently beyond their control, they have overemphasized their dispensing function and underemphasized those functions which require a knowledge of pharmacotherapeutics, disease states, and the sick patient. I do not deprecate the dispensing function of the pharmacist any more than I would the taking of blood pressure by the physician. Both are essential functions. But the physician can no more practice total medicine by taking blood pressures than can the pharmacist practice total pharmacy by dispensing. Each is but a small part of professional practice. In my view, the dispensing function should be delegated to trained pharmacy technologists, technicians or dispensing assistants and the pharma-cist should prepare himself to participate more fully in health care by fulfilling his related functions.
16. Evaluate literature. About ten years ago Schor and Karten 9 analyzed articles in ten of the most highly read and prestigious American medical journals and found that the methodology of the studies were acceptable in only 28 percent. Thus, in 72 percent of the articles the conclusions were invalid, or were not supported by the data presented. All pharmacists should have sufficient training in literature evaluation to judge the merits of articles in medical and other professional and scientific journals.
17. Drug utilization review. This is usually a function carried out by an interprofessional team at the request of governmental or health insurance agencies or medical societies in which the pharmacist can play an important role.
18. Health care education. "A well-informed pharmacist is the best individual to disseminate information about public health" stated Professor Charters of the University of Pittsburgh some years ago. This role is gradually being expanded by pharmacists all over the world according to Griffenhagen 10 who has recently prepared an international summary.
Eventually, I hope that those roles outlined in Table  2 , and perhaps others, will be commonly performed by all pharmacists. Pharmaceutical education has turned in the direction of preparing pharmacists for these roles, although there still remain many unmet needs. 
